universally done in Glasgow, namely, with a downward section and a preliminary iridectomy. Since that paper was read, I do not say in consequence of it, the downward section is, so far as I am aware, a thing of the past in Glasgow. It is difficult to assign a sufficient reason why so bad an operation should have been practised for so long a time. Year by year the number of cases of downward section reported in the annual statements of the Glasgow Eye Infirmary has been growing less and less; thus it may be hoped that this operation is now reserved for a few rare and exceptional cases for which it may be preferable.
As regards preliminary iridectomy, I have seen no reason to alter the objections to this procedure which I then advanced. These were briefly as follows:? 1. If a preliminary iridectomy is performed, the eye is twice exposed to the risks of septic infection ; when the combined operation is performed, it is only once thus exposed.
2. The corneal astigmatism resulting from a cataract extraction must bear some relationship to the amount of cicatrisation. Now, two incisions in the cornea must give rise to a larger amount than one. 3. If one operation is sufficient, why annoy the patient by two ? It serves no good purpose, and, as a matter of fact, is very seldom resorted to, except in Glasgow. I 
